The elderly population comprises a vulnerable age group owing to multiple health problems such as depression.
supreme benefactor, in terms of the global burden of diseases. [2] Depression, being the most common psychiatric disorder among elderly population, is not yet regarded as a chief health concern, despite the actuality that India is the second most populous country, which has also witnessed a considerable rise in the proportion of elderly people aged 60 years and older. [3] Numerous community-based studies have been conducted on depression in the elderly population. [4] [5] [6] However, there is little research that investigates the association between urban and rural residence with depression among older people. Studies on this topic may be meaningful to probe the risk factors for depression among elderly residents of urban and rural areas and establish differences between them. [7] With this milieu, this study was carried out to compare the prevalence and factors associated with depression among urban and rural elderly population.
Introduction
Depression represents a potential public health problem in the elderly population, associated with significant mortality and morbidity. [1] As per recent projections, by the year 2020, depression among elderly population is projected to be a Objective 1. To assess the prevalence of depression among the elderly urban and rural population. 2. To find out the factors associated with depression in the study population. 3. To compare the prevalence and determinants among the elderly urban and rural population.
Materials and Methods
A cross-sectional study was conducted for a period of 6 months from June 2012 to January 2013, in an urban slum named Jannat Nagar and a predominantly agrarian village named Yadawad, which are constituents of the urban and rural field practice areas of a tertiary-care hospital in Dharwad, respectively. The urban slum has a population of 20,000, while Yadawad has a population of 19,000. Individuals aged 60 years and older, residing in the study area for more than a year, with no history of psychiatric illness and able to speak were included.
On the basis of the formula recommended for estimation of sample size for comparative cross-sectional studies, [2] which considers 95% confidence limits, the sample size was calculated. [8] The prevalence of depression among urban elderly population was considered as 39.04%, [9] while the prevalence of depression among rural elderly population was set at 25.4%. [4] Thus, the sample size was estimated to be 184 each in urban and rural areas.
The respondents were selected based on a process of simple random sampling. After obtaining clearance from the Institutional Ethics Committee, a house-house survey was carried out to interview the respondents using a predesigned and semistructured pro forma. Written informed consent was obtained from all the respondents. Utmost privacy and confidentiality were maintained. The Geriatric Depression Scale (GDS), a screening tool to assess the characteristics of depression in the elderly population, consisting of 30 questions with one mark awarded for every correct response, was used. As per the GDS, individuals with a score of 10-19 were considered to be mildly depressed, while a score ranging from 20 to 30 indicates severe depression and should be further evaluated for clinical diagnosis of depression. [10] Detailed information regarding the sociodemographic profile of the respondents, presence of substance use, physical activity, involvement in work/activities during the day, social participation, presence of chronic diseases, and sleep pattern were elicited. Sociodemographic profile included factors such as age, gender, education, occupation, marital status, type of family, family income, and number of members in the family. Modified BG Prasad Classification [11] and Udai-Pareek Scale [12] were used to assess the socio-economic status of the urban and rural elderly population, respectively. Information concerned to the current use (≤1 month) of tobacco in any form, alcohol, and illicit drug use was obtained. The respondents were also questioned regarding the duration of substance use. Besides, the frequency of medications consumed by the respondents for any medical or nonmedical cause was enquired. A thorough history of the presence of chronic non-communicable Diseases (NCDs) such as hypertension, diabetes, and cardiovascular diseases; history of stroke; osteoarthritis; and eye conditions such as cataract and glaucoma were elicited. A detailed general physical examination and a systemic examination were conducted. Particulars of involvement in physical activity such as walking, exercise, sports yoga, and household work, participation in a social group or network, and interaction with neighbors and friends were incorporated. The quality of sleep was also assessed.
Statistical Analysis
The study was analyzed using the Statistical Package for the Social Sciences (SPSS, Inc., Chicago, IL), version 17.0. Results were expressed using descriptive statistics such as proportions and percentages. The c 2 -test was applied to judge the association between two attributes, and a p value of < 0.05 was considered to be statistically significant.
Result
A total of 368 elderly individuals participated in the study, which comprised 184 respondents each from the rural and urban areas. The proportion of women (54.07%) outnumbered the men (45.93%). Majority of the respondents were in the age group of 60-69 years (63.04% in the rural area and 58.70% in the urban area). More than half of the respondents lived with their spouse [ Table 1 ].
The prevalence of depression in the urban elderly population was established to be 27.71%, while it was estimated to be 24.46% among the rural elderly population. It is apparent from Table 2 that 17.93% of the respondents in both the rural and urban areas were found to be mildly depressed as per the GDS with a score ranging from 10 to 19, while 9.79% in the urban area and 6.53% in the urban area were found to show severe depression, with a score of 20-30. Table 3 shows that 80.95% of those aged ≥80 years were depressed, when compared with 25.20% and 21.40% among those aged 70-80 years and 60-69 years, respectively (c 2 = 35.36, df = 2, p < 0.0001, significant). It is also evident from Table 3 that low socio-economic status is a factor significantly associated with depression, with 26.66% of the respondents belonging to classes IV and V socio-economic status, according to the Modified BG Prasad/Udai-Pareek Scale being depressed (c 2 = 27.60, df = 2, p < 0.0001). Presence of substance use was another risk factor influencing depression, with 51.26% of the substance users exhibiting characteristics of depression, as per the GDS (c 2 = 55.89, df = 1, p <0.0001, significant). Moreover, depression was found to be 35.52% among those who experienced at least one chronic disease when compared with 16.85% among those who did not report any chronic disease. This association was found to be statistically significant (c 2 = 15.61, df = 1, p < 0.0001). Table 4 displays that depression was found to be higher among the elderly population aged ≥80 years residing in rural area (28.89%), when compared with those individuals aged ≥80 years, residing in the urban area (7.85%). This association was found to be statistically significant (c 2 = 7.78, df = 2, p = 0.0204). Sociodemographic factors related to depression such as female gender, retirement, illiteracy, low socio-economic status, nuclear family, and living alone were found to be alike in both the urban and the rural areas.
When the risk factors associated with depression among elderly population in the urban and rural areas were compared, elements such as substance use, lack of physical activity, presence of chronic diseases, lack of social participation, lack of involvement in activities during daytime, and disturbed sleep were found to be critical in both the urban and rural elderly population [ Table 5 ]. 
Discussion
Depression among elderly people can present serious repercussions. [13] Thus, this study was an attempt to assess and compare the prevalence of depression among urban and rural elderly population. In this study, the prevalence of depression among elderly population was found to be 27.71% in the urban area. In comparison, 24.46% of the rural elderly population was reported to be depressed. Thus, the rates of depressed elderly people were found to be marginally higher in the urban area when compared with the rural area. In comparison, a study conducted in Chennai, Tamil Nadu, reported the prevalence of geriatric depression to be 41.10% and 45.80% in urban and rural communities respectively, antithetical to the results of this study. [14] Similarly, another study conducted in the rural and urban areas of Visakhapatnam, Andhra Pradesh, reported a comparatively higher prevalence of depression in the rural area (36.0%) than in the urban area (27.0%). [7] However, another community-based study carried out in Ludhiana, Punjab, reported a low prevalence of depression among the elderly population (10.10% in the urban area and 7.30% in the rural area). [15] When the sociodemographic variables associated with depression among elderly population were analyzed, determinants such as age ≥80 years, low socioeconomic status, nuclear family, living away from spouse, substance use, lack of physical activity, and presence of at least one chronic disease were found to play a role in influencing depression among the respondents. This result was in agreement with the findings of a study carried out in Visakhapatnam, according to which the prevalence of depression increased with increasing age and was significantly high among female subjects, those staying alone, those belonging to low socioeconomic group, and those with stressful life events. Moreover, an association between depression and the presence of chronic diseases such as osteoarthritis, cataract, hypertension, diabetes, and cardiovascular diseases was reported. [6] In this study, a high proportion [64 (52.89%)] of those not living with their spouse were found to be depressed. Moreover, depression was higher among those belonging to a nuclear family (56.81%). It is a known fact that depression is more common among those individuals who lack close interpersonal relationships and among those who are divorced or separated. To deal with the stress in day-to-day life, familial and spousal support is of paramount significance. Furthermore, the joint family system facilitates support, especially to those who are vulnerable. Thus, depression is lowest among those who live with their married partners, children, and those living in joint or three-generation families. [16] Unemployment is another factor that was found to be significantly associated with depression, with 32.63% of the retired elderly people being depressed. This could be attributed to the fact that the economically, unproductive elderly individuals are neglected and, thus, end up being depressed. Furthermore, being employed keeps one spirited and safeguards against depression. [5] In this study, substance use was considered to be a key determinant for depression, with the prevalence being 51.26% among substance users. The presence of comorbid substance abuse with depression acts as a major deterrent for successful diagnosis of depression and is also associated with complications of increased severity. [17] In addition, depression was higher among those with chronic diseases (35.52%), when compared with those without chronic diseases (16.85%). Depression and chronic diseases are known to exhibit a bidirectional relationship. Furthermore, the presence of chronic diseases may mask the features of depression resulting in failure to detect and treat depression. [18] The findings of this study also reveal that there was no significant difference in the factors associated with depression among the urban and rural elderly population. Moreover, a marginal difference was found in the prevalence of depression in the urban and rural areas, as mentioned earlier. This signifies that a similar, comprehensive, interventional strategy needs to be developed and implemented in the urban and rural areas to address this potential public health problem.
Thus, this study provides valuable insights regarding the urban-rural differences of depression, with special emphasis on the determinants. However, the study has a few limitations. First, the cross-sectional nature of this study is a drawback. Second, there might have been an element of subjective and recall bias during the interview. Moreover, factors such as nutritional status and functional status of the study population could not be assessed.
Conclusion
On the basis of analysis, the prevalence of depression was 27.71% and 24.46% in the urban and rural areas, respectively. Hence, a marginal difference in the urban-rural prevalence was observed. By considering the cross-sectional and observational nature of this study, longitudinal study designs to confirm the association are essential. As both the study areas reported a high prevalence of depression, a brief and rapid assessment of depression while examining the elderly persons should be carried out in health centers and hospitals on a routine basis. This indicates the need of a reliable tool to comprehensively assess the elderly population for health problems. Furthermore, training of health-care professionals and health workers to deliver geriatric care is imperative. To address the ever-increasing burden of age-related diseases and deliver comprehensive geriatric care to the community, high quality training should be imparted to create a cadre of competent specialists in the field of geriatrics. 
